Progress and issues in the study of coping with stress during childhood and adolescence are reviewed. Definitions of coping are considered, and the relationship between coping and other aspects of responses to stress (e.g., temperament and stress reactivity) is described. Questionnaire, interview, and observation measures of child and adolescent coping are evaluated with regard to reliability and validity. Studies of the association of coping with symptoms of psychopathology and social and academic competence are reviewed. Initial progress has been made in the conceptualization and measurement of coping, and substantial evidence has accumulated on the association between coping and adjustment. Problems still remain in the conceptualization and measurement of coping in young people, however, and aspects of the development and correlates of coping remain to be identified. An agenda for future research on -child-adolescent coping is outlined.
prevention of psychopathology are designed to enhance the coping skills of children and adolescents (e.g., Clarke et al., 1995; Kendall et al., 1997) . Information about the basic nature and efficacy of coping in childhood and adolescence should help inform these interventions (Sandier, Wolchik, MacKinnon, Ayers, & Roosa, 1997) , and intervention research should provide valuable data on the malleability of coping and the ways in which the social context can facilitate effective coping in children and youth.
A little more than a decade ago, research on coping in children and adolescents was in its earliest stages (Compas, 1987) . Most conceptualizations of coping at that time were based on models of coping in adults and lacked a strong developmental component. Similarly, most measures of coping had been developed for adults and applied to children and adolescents with little or no modification. Empirical studies were few in number and examined relatively simple correlations between coping and measures of emotional distress. The landscape of this field has changed considerably in the past 10 to 15 years, as research on coping with stress during childhood and adolescence has burgeoned (e.g., Seiffge-Krenke, 1995; . In spite of the substantial progress that has been made, however, research on coping during childhood and adolescence has lagged behind similar research concerned with adaptation to stress during both infancy and adulthood (Compas, Connor, Saltzman, Thomsen, & Wadsworth, 1999) .
Because of the rapid growth of this area of research, this is a critical juncture to evaluate advances and limitations in several areas of child and adolescent coping research. First, it is important to consider definitions and conceptualizations of the coping process, including the degree to which developmental factors are represented. The way in which coping is conceptualized influences methods of measurement and defines the scope of what is included within the rubric of coping. Many of the problems in the field have come from the lack of clarity and consensus regarding the nature of coping during childhood and adolescence. Second, the measurement of coping must be examined, including psychometric properties and the extent to which measures of coping adequately sample the characteristic ways that young people cope with stress. Limitations in measures of coping in childhood and adolescence represent another impediment to progress in this field. Specific attention needs to be given to the quality and characteristics of measures, including whether they have been developed for children as opposed to adolescents. Third, the association of coping with psychological adjustment, symptoms of psychopathology, and physical health-illness needs to be examined, with careful attention to the quality of research designs and the consistency of findings. Mental and physical health are aspects of functioning that are most strongly influenced by exposure to stress and may be most affected by the ways that children and adolescents cope with stress.
1 To explore these four issues, we conducted both electronic and manually based reviews of the literature between 1988 and 1999.
2 Our focus was on coping during childhood and adolescence; we did not include research on coping during infancy, because the conceptualization and measurement of coping in infancy are substantially different from research with children and adolescents.
Conceptualizing the Coping Process
An important first step in examining research on childadolescent coping is to consider definitions of coping and conceptualizations of the coping process. Much of the research on child and adolescent coping has proceeded without an explicit definition of coping, and, as a consequence, characteristics of children's responses that have been included within the concept of coping in one investigation have been excluded from another. The lack of clarity and consensus in conceptualizing coping has had a number of far-reaching effects, including confusion in approaches to measurement, difficulties in comparing findings across studies, and difficulties in documenting fundamental differences in coping as a function of age, gender, and other individual-differences factors.
Definitions of Coping
Two challenges are foremost in generating a definition of coping to guide research with children and adolescents. The first is the need for a definition that reflects the nature of developmental processes. It is unlikely that the basic characteristics or the efficacy of coping are the same for a young child as for an adolescent, and any definition of coping should reflect such changes. Second, it is important to distinguish coping from other aspects of the ways that individuals respond to stress, because the utility of any definition of coping depends in part on the degree of specificity that is conveyed (Lazarus & Folkman, 1984) .
In those instances in which coping has been defined in research with children and adolescents, investigators frequently have drawn on definitions from models of adult coping, as well as more recent conceptualizations of coping that are explicitly concerned with childhood and adolescence. The most widely cited definition is that of Lazarus and Folkman (1984) , which was derived from their adult model of stress, cognitive appraisal, and coping. This conceptualization of coping has been the basis for numerous investigations of coping in childhood and adolescence (e.g., Compas, Malcarne, & Fondacaro, 1988; Lengua & Sandier, 1996; Steele, Forehand, & Armistead, 1997) . Lazarus and Folkman (1984) defined coping as "constantly changing cognitive and behavioral efforts to manage specific external and/or internal demands that are appraised as taxing or exceeding the resources of the person" (p. 141). Coping is viewed as an ongoing dynamic process that changes in response to the changing demands of a stressful encounter or event. Furthermore, coping is conceptualized as purposeful responses that are directed toward resolving the stressful relationship between the self and the environment (problemfocused coping) or toward palliating negative emotions that arise as a result of stress (emotion-focused coping). This definition is part of a broader motivational model of psychological stress and emotion that emphasizes cognitive appraisals in determining what is stressful to the individual. Coping is a goal-directed process in which the individual orients thoughts and behaviors toward the goals of resolving the source of stress and managing emotional reactions to stress (Lazarus, 1993) .
Perspectives on coping that are more explicitly concerned with childhood and adolescence include those outlined by Weisz and colleagues (Band & Weisz, 1988; McCarty et al, 1999; Rudolph, Dennig, & Weisz, 1995; Weisz, McCabe, & Dennig, 1994) , Skinner (1995) , Eisenberg and colleagues (e.g., Eisenberg, Fabes, & Guthrie, 1997) , and Compas and colleagues (e.g., Compas, 1998; Compas, Connor, Osowiecki, & Welch, 1997; Compas et al., 1999) . The model of Weisz and colleagues is similar to that of Lazarus and Folkman in that coping is viewed as goal directed and motivational in nature. However, within the Weisz model, coping efforts are directed at maintaining, augmenting, or altering control over the environment and the self. Primary control coping is defined as coping intended to influence objective events or conditions, secondary control coping refers to coping aimed at maximizing one's fit to current conditions, and relinquished control is defined as the absence of any coping attempt (Rothbaum, Weisz, & Snyder, 1982; Rudolph et al., 1995; Weisz, 1990) . Drawing on the framework proposed by Lazarus and Folkman (1984) , Weisz and colleagues also distinguished among coping responses, the goals that underlie these responses, and coping outcomes (Rudolph et al., 1995) . Coping responses refer to intentional physical or mental actions in reaction to a stressor and directed toward the environment or an internal state. Coping goals are the objectives or 1 Differences in coping as a function of age (or developmental level) are also important to consider. Similarities and differences in coping as a function of age should help to define the developmental course of coping. Individual-differences factors (e.g., gender, socioeconomic status) that may influence coping also need to be considered. However, in spite of the fundamental importance of understanding age effects and individual differences in coping, research in these areas has been disappointing, primarily as a result of problems in the conceptualization and measurement of coping. Because of the limitations of research in these areas, we have not addressed them in this review.
intents of coping responses and reflect the motivational nature of coping; coping outcomes are the specific consequences of volitional coping efforts. Skinner and Wellborn (1994) defined coping as "how people regulate their behavior, emotion, and orientation under conditions of psychological stress" (p. 112). Coping directed at behavior regulation includes information seeking and problem solving, emotion regulation includes maintaining an optimistic outlook, and orientation regulation includes avoidance. Skinner and colleagues also placed coping within a motivational model of psychological control and coping that focuses on basic human motives or needs for competence, autonomy, and relatedness. Coping efforts can be directed toward achieving these needs, protecting against threats or challenges to these needs under stressful conditions, or repairing damage as a consequence of stress. Skinner's model differs from the Lazarus and Folkman (1984) model in that coping includes both volitional and involuntary or automatic responses to manage threats to competence, autonomy, and relatedness (Skinner, 1995) .
Eisenberg and colleagues defined coping as a subset of the broader category of self-regulation (e.g., . That is, they acknowledged that individuals are involved in the regulation of their behavior and emotions on an ongoing basis, and coping refers specifically to self-regulation when one is faced with stress (Eisenberg, Fabes, Guthrie, et al., 1996) . They distinguished among three aspects of self-regulation: "attempts to directly regulate emotion (e.g., emotion-focused coping, henceforth labeled emotion regulation), attempts to regulate the situation (e.g., problem-focused coping, including thinking about how to do so), and attempts to regulate emotionally driven behavior (e.g., behavior regulation)" (Eisenberg, Fabes, & Guthrie, 1997, p. 45) . argued that although coping and emotional regulation are processes that typically involve effort, coping is not always conscious and intentional. Therefore, similar to the perspective of Skinner and colleagues, in this framework coping includes both volitional and automatic responses to stress.
We view coping as one aspect of a broader set of processes that are enacted in response to stress (Compas, 1998; Compas et al., 1997 Compas et al., , 1999 . We define coping as conscious volitional efforts to regulate emotion, cognition, behavior, physiology, and the environment in response to stressful events or circumstances. These regulatory processes both draw on and are constrained by the biological, cognitive, social and emotional development of the individual. An individual's developmental level both contributes to the resources that are available for coping and limits the types of coping responses the individual can enact. Coping is a subset of broader self-regulatory processes, referring to regulatory efforts that are volitionally and intentionally enacted specifically in response to stress . Regulation involves a broad array of responses, including efforts to initiate, terminate or delay, modify or change the form or content, or modulate the amount or intensity of a thought, emotion, behavior, or physiological reaction, or redirect thought or behavior toward a new target. Coping is a subset of self-regulatory processes; therefore, it is important to recognize that self-regulation includes responses in nonstressful circumstances that are not characterized as coping .
We propose that stress responses can be distinguished along two broad dimensions: voluntary versus involuntary and engagement versus disengagement. The distinction between voluntary and involuntary responses is based on extensive research from cognitive, social, developmental, and clinical psychology (see later discussion). We propose that both voluntary and involuntary stress responses can be further distinguished as engaging with a stressor or one's responses to the stressor or disengaging from the stressor and one's responses. The origins of the engagement-disengagement dimension can be found in the concept of the fight (engagement) or flight (disengagement) response (e.g., Cannon, 1933 Cannon, , 1934 Gray, 1991) and in the contrast between approach and avoidance responses (Krohne, 1996) . We hypothesize that voluntary responses (coping) that involve engagement are further distinguished by their goals, that is, oriented toward achieving primary control or secondary control. The goal of achieving either primary or secondary control is fundamental in motivational models of coping and self-regulation (e.g., Scheier & Carver, 1988; Weisz, 1990) . However, such goals are pursued only as part of controlled efforts to engage with the stressor or one's thoughts, emotions, and physiological reactions to the stressor (Rudolph et al., 1995) . Preliminary empirical support for this model comes from confirmatory factor analyses in three samples of adolescents reporting on their responses to three different domains of stress (interpersonal stress, economic strain, and family conflict; Connor- Smith, Compas, Wadsworth, Thomsen, & Saltzman, in press ). Standard goodness-of-fit indexes were all within acceptable limits and indicated significantly better fits than alternative theoretical models (Connor-Smith et al., in press ). These definitions highlight several important issues: the relation between coping and other aspects of responses to stress; the relation of coping with broader constructs of self-regulation, stress reactivity, and temperament; the developmental course of coping; and the importance of considering dimensions and subtypes of coping.
Coping and Responses to Stress
Competence, resilience, and coping. Coping can be distinguished from the related concepts of competence and resilience. Although the terms coping, competence, and resilience are often used interchangeably, they reflect distinct aspects of successful development and adaptation (e.g., Compas & Harding Thomsen, 1998; Masten & Coatsworth, 1998) . The primary distinction is that coping refers to processes of adaptation, competence refers to the characteristics and resources that are needed for successful adaptation, and resilience is reflected in outcomes for which competence and coping have been effectively put into action in response to stress and adversity. Therefore, coping can be viewed as efforts to enact or mobilize competence or personal resources, and resilience can be viewed as the successful outcome of these actions. Coping includes the behaviors and thoughts that are implemented by individuals when faced with stress without reference to their efficacy, whereas resilience refers to the results of the coping responses of competent individuals who have been faced with stress and have coped in an effective and adaptive manner. However, not all coping efforts represent the enactment of competence, and not all outcomes of coping are reflected in resilience; some coping efforts fail.
Volitional and involuntary stress responses. A fundamental issue in the conceptualization of coping has been the contrast between responses to stress that involve volition and conscious effort by the individual and responses that are automatized and not under conscious control. Two basic positions have been presented. A first position posits that coping refers to all responses to stress, regardless of the degree of volition or control involved (e.g., Coyne & Gottlieb, 1996; Skinner, 1995) , whereas a second position posits that coping is limited to those responses to stress that involve volition, effort, and conscious control (e.g., Compas et al., 1997; Lazarus & Folkman, 1984; Rudolph et al., 1995) . This distinction is to a certain degree one of semantics, in that both perspectives recognize the importance of the two broad categories of controlled or voluntary responses and automatic or involuntary responses to stress. However, the degree to which these two components of stress responses are conceptualized and measured as distinct processes, and the extent to which the relationship between them is understood, is of fundamental importance in understanding coping processes.
Regardless of how these concepts are mapped onto a definition of coping, it may be important to distinguish between volitional and involuntary responses to stress for several reasons. First, this distinction avoids an overly broad and imprecise definition of coping in which coping includes everything that individuals do in response to stress (Lazarus & Folkman, 1984) . For example, Rudolph et al. (1995) distinguished between stress outcomes, which include immediate and automatic responses to a stressful event or circumstance, and coping outcomes, which are mediated by volitional, deliberate efforts to cope with stress. Second, volitional and involuntary processes are experienced as subjectively and qualitatively different; individuals can distinguish between those aspects of their thoughts and behavior that they experience as under their personal control and those that are beyond their control (Skinner, 1995) . For example, the release of emotions can occur through an involuntary ventilation of emotions (crying) or through a controlled process such as writing, and the effects of these processes on emotions and physiology may be quite different (Pennebaker, 1997) . Third, volitional and involuntary responses may emerge differently over the course of development, with involuntary responses present early in development (e.g., Barr, Young, Wright, Gravel, & Alkawaf, 1999; Blass & Ciaramitaro, 1994; Rothbart, 1991) , followed by the emergence of volitional responses in early childhood. Fourth, volitional and involuntary processes may differ in the ways they respond to interventions. Psychological interventions are often designed to teach individuals skills in managing those aspects of cognition and behavior that are under personal control, but they can only indirectly increase or decrease responses that are experienced as uncontrollable.
Empirical support for the distinction between controlled or volitional responses and automatic or involuntary responses comes from a wide range of sources, including research on associative conditioning and learning (Shiffrin, 1997; Shiffrin & Schneider, 1977) , experimental research on strategic-controlled and automatic cognitive processes in emotions and emotional disorders (Gotlib & Krasnoperova, 1998; Mathews & MacLeod, 1994; McNally, 1995) , research distinguishing certain aspects of temperamental characteristics from intentional behavior and cognitive processes (Rothbart, 1991) , and research on automaticity in social cognition (e.g., Bargh, 1997; Mischel, 1997) . For example, responses to threatening cues in the environment, which are experienced as stressful and therefore may initiate coping behavior, are processed on both an automatic, uncontrolled level and a controlled, strategic level (see Mathews & MacLeod, 1994 , for a review of research with adults). Research has recently begun to examine these two levels of processing in children as well (e.g., Daleiden & Vasey, 1997; Vasey, El-Hag, & Daleiden, 1996) . For example, using an experimental task to test for automatic attentional biases to threatening cues, Vasey et al. (1996) found that children high in test anxiety selectively attend to threatening cues (in this case, words presented in a probe detection task) significantly more than children low in test anxiety.
Although volitional and involuntary responses to stress may be viewed as distinct, involuntary responses to stress may influence volitional responses, and voluntary responses affect involuntary reactions. For example, involuntary intrusive thoughts are a hallmark feature of a general pattern of response to stressful or traumatic events (Horowitz, 1993) or of posttraumatic stress disorder (PTSD; American Psychiatric Association, 1994). Cognitive and behavioral efforts to avoid uncontrollable intrusive thoughts are a second important feature of stress responses or PTSD. However, efforts to avoid intrusive thoughts can have the paradoxical effect of increasing the unwanted involuntary thoughts they are intended to avoid (e.g., Primo et al., 2000; see Wegner, 1994 , for a review), demonstrating the influence of controlled cognitive processes on involuntary cognitive processes. The tendency of avoidance and thought suppression to increase uncontrollable thoughts is just one example of the ways in which coping efforts affect involuntary responses to stress.
Coping, Temperament, Reactivity, and Regulation
Coping is linked to but also distinct from several aspects of temperament, including the constructs of reactivity and selfregulation. Reactivity encompasses individual differences in physiological and emotional responses to stress. Physiological reactivity includes the threshold, dampening, and reactivation of autonomic arousal (e.g., Boyce, Barr, & Zeltzer, 1992 ; M. Lewis, 1989) . Although the characteristics of reactivity may vary across different emotions (e.g., fear vs. anger), highly reactive individuals have a lower threshold of initial response, are slower in recovery or returning to baseline, and display greater reactivation of arousal with repeated exposure to stress. High reactivity is generally associated with inhibited temperament, whereas low reactivity is associated with uninhibited temperament. Individual differences in reactivity and temperament are expected to be related to coping, because they affect the individual's initial automatic response to stress and may constrain or facilitate certain types of coping responses (Compas, 1987) . For example, the temperamental characteristics of behavioral inhibition (e.g., Kagan, 1989; Kagan, Reznick, & Snidman, 1987; Kagan & Snidman, 1991; Kagan, Snidman, & Arcus, 1992) and attentional control (e.g., Posner & Rothbart, 1994; Rothbart, Posner, & Hershey, 1995) play central roles in individual differences in level of reactivity to stress. Behavioral inhibition includes the tendency to experience high levels of arousal in novel, threatening, or stressful situations and may be related to the use of avoidance and withdrawal as coping methods, whereas uninhibited temperament is expected to be related to more active and approach-oriented coping responses. Individual differences in the capacity for attentional control (the ability to sustain attention and the ability to shift attention) may be related to the ability to use strategies such as distraction to cope with negative emotions.
As noted earlier, coping is also related to or is an aspect of self-regulation. From infancy, individuals are capable of regulating aspects of their physiological arousal, behavior, and emotions (Gunnar, 1994; Rothbart, 1988 Rothbart, , 1991 . However, regulation is achieved initially through involuntary, biologically based processes (e.g., Blass & Ciaramitaro, 1994) . These regulatory capacities are augmented early in development by responses that are acquired through learning and experience but are under the control of contextual cues that elicit and maintain behavior (Rothbart, 1991) . Therefore, some important aspects of self-regulation precede the development of the capacity for the conscious volitional efforts that compose coping. Features of responses to stress in infancy that precede coping include individual differences in selfsoothing behaviors (e.g., Gunnar, 1994) . These behaviors develop before the skills needed for conscious volitional self-regulation, yet they are important aspects of the ways that infants regulate themselves in response to stress. Coping is influenced by the emergence of cognitive and behavioral capacities for regulation of the self and the environment, including the emergence of intentionality, representational thinking, language, metacognition, and the capacity for delay.
Eisenberg and colleagues have shown, in a series of studies, that the development of the capacity for emotional and behavioral regulation is related to the broader development of both prosocial behavior and behavior problems in young children (e.g., Eisenberg, Fabes, Guthrie, et al., 1996; Eisenberg, Fabes, Guthrie, & Reiser, 2000; Eisenberg, Fabes, Karbon, et al., 1996; Eisenberg, Guthrie, Fabes, Reiser, et al., 1997; Guthrie et al., 1997) . These researchers have used parent, teacher, and peer reports in combination with direct observations of children's behavior to assess emotional regulation (e.g., processes of attentional shifting and focus) and behavioral regulation (e.g., ego control and resiliency). Children who were rated as higher in regulation skills were also higher in peer-rated social status, engaged in more socially appropriate behavior, were higher in the capacity for empathy, had fewer behavior problems, and exhibited less negative emotionality. These findings indicate that emotional and behavioral regulation skills involved in children's daily interactions in their social environment provide an important set of resources on which children can draw in attempting to cope with stress.
Coping and Development
Coping and other stress responses can be expected to follow a predictable developmental course; however, little theory or research has been directed toward the nature of this process (see Losoya, Eisenberg, & Fabes, 1998 , for an exception). As noted earlier, some aspects of involuntary stress response processes are in place at birth and therefore precede the development of voluntary coping processes. For example, infants display an innate soothing response to sucrose that facilitates early self-regulation of emotion (Barr et al., 1999) . Early voluntary coping efforts may be oriented toward palliating negative emotions through primarily behavioral means, including seeking support and soothing from others, behavioral withdrawal from threat, and use of tangible objects for soothing and security (Gunnar, 1994) . More complex methods of achieving the goals of emotional palliation and problem solving emerge in early to middle childhood, with the development of more complex language and metacognitive capacities. These include cognitive refraining or restructuring a problem situation, cognitive representations of absent caregivers, using self-talk to calm negative emotions, and generating alternative solutions to solve problems (e.g., Moss, Gosselin, Parent, Rousseau, & Dumont, 1997; Normandeau & Gobeil, 1998) . Greater diversity and flexibility in the range of coping responses available to the individual is expected to develop during middle childhood and adolescence. In addition, with increasing metacognitive skills in early adolescence, a greater ability to match coping efforts to the perceived or objective characteristics of stress is expected.
Coping processes are hypothesized to be responsive to changes in the immediate social context and longer term changes in individuals as a result of biological, cognitive, and social development. Although individuals may be characterized by some degree of consistency in coping style, both situational factors and developmental changes may contribute to changes in coping responses (e.g., Compas, Forsythe, & Wagner, 1988; Losoya et al., 1998) . Furthermore, coping includes both overt behavioral and covert cognitive responses. The relative contributions of behavioral and cognitive responses will vary depending on the stressful context, the child's developmental level, and learned styles of responding to stress.
At least three questions are fundamental to further understanding coping from a developmental perspective. First, do the nature and structure of coping change with age or developmental level? Second, can coping be reliably and validly measured over the course of development during childhood and adolescence? And third, do the important correlates of coping, including symptoms of psychopathology, change with development? These questions will be important in both interpreting previous findings and guiding future research in this area.
Dimensions and Subtypes of Coping
Although a broad definition of coping is useful in distinguishing between coping and other stress response processes, it disguises the heterogeneity among different types of coping responses. In spite of the clear need to distinguish among the dimensions or subtypes of coping, there has been little consensus regarding the dimensions or categories that best discriminate among different coping strategies in childhood and adolescence. First, researchers have debated whether it is best to consider general dimensions on which coping responses vary as opposed to specific categories or subtypes of coping. Second, there has been debate regarding which dimensions and categories best represent the variability in coping.
Dimensions of coping. The most widely used dimensions of coping are problem-versus emotion-focused coping, primary versus secondary control coping, and engagement (approach) versus disengagement (avoidance) coping. Other dimensions that have been used relatively less often include self-focus and external focus of coping, cognitive and behavioral coping, and active and passive coping (see Compas et al., 1999; Rudolph et al., 1995) , reflecting somewhat different theoretical perspectives on coping. All of these dimensions are represented in research on child and adolescent coping, contributing to confusion about the basic structure of coping and making it difficult to integrate findings across studies.
The problem-and emotion-focused dimension reflects the function of coping responses to either act on the source of stress in the environment or palliate negative emotions that arise from a stressful encounter or event (Lazarus & Folkman, 1984) . Lazarus and Folkman (1984) defined problem-focused coping as including responses such as seeking information, generating possible solu-tions to a problem, and taking actions to change the circumstances that are creating stress. They argued that emotion-focused coping involves such responses as expressing one's emotions, seeking solace and support from others, and trying to avoid the source of stress. This dimension has been widely used in research on coping in childhood and adolescence (e.g., Compas, Worsham, Ey, & Howell, 1996; Hart, 1991) . However, criticism of this dimension is also widespread, because it is overly broad and places many disparate types of coping into these two general categories (e.g., Coyne & Gottlieb, 1996) . For example, emotion-focused coping has included such varied strategies as relaxation, seeking emotional support from others, writing about one's deepest emotions, wishing that the problem would go away, emotional suppression, and self-criticism. Furthermore, a single coping strategy may be directed toward both problem-and emotion-focused goals simultaneously (Compas, Worsham, et al., 1996) . For example, walking away from a conflict with a peer may serve the emotion-focused goal of calming oneself down and the problem-focused goal of taking time to generate alternative solutions to the conflict.
An alternative dimension refers to the orientation of the individual to either enhance a sense of personal control over the environment and his or her reactions (primary control) or adapt to the environment (secondary control; Rudolph et al., 1995; Weisz et al., 1994) . Primary control refers to coping attempts that are directed toward influencing objective events or conditions (e.g., problem solving) or directly regulating one's emotions (e.g., regulated emotional expression). Secondary control coping involves efforts to fit with or adapt to the environment and typically may include acceptance or cognitive restructuring. Similarly, Brandtstaedter and Renner (1990) and Heckhausen (1997) referred to assimilative coping, which parallels primary control coping, and accommodative coping, which parallels secondary control coping. The primary-secondary control dimension has been used to describe both the nature of coping responses themselves and the goals underlying the responses. For example, in their analysis of children's coping in medical settings, Rudolph et al. (1995) noted that a primary control response during a painful medical procedure ("hold my mother's hand") may reflect a secondary control goal ("so I know that she's with me"). However, the distinction between primary and secondary control coping does not include various forms of disengagement coping (e.g., avoidance, denial, and wishful thinking).
The distinction between engagement and disengagement coping has also received considerable attention in research with children, adolescents, and adults (e.g., Ebata & Moos, 1991; Tobin, Holroyd, Reynolds, & Wigal, 1989) . Engagement coping includes responses that are oriented either toward the source of stress or toward one's emotions or thoughts (e.g., problem solving or seeking social support); disengagement coping refers to responses that are oriented away from the stressor or one's emotions or thoughts (e.g., withdrawal or denial). Although the dimension of engagement-disengagement coping is related to the dimension of approach and avoidance, the engagement-disengagement distinction is broader, in that avoidance represents only one way in which an individual can disengage. Responses such as cognitive distraction also involve disengagement but are not purely avoidant, because they include redirecting attention toward an alternative target and reflect awareness and acknowledgment of the stressor (Ayers, Sandier, & Twohey, 1998; Compas et al., 1999) . Similar to the problem-and emotion-focused distinction, the engagementdisengagement dimension is overly broad and fails to distinguish among more distinct subtypes of coping.
Broad dimensions of coping serve as organizing principles that represent the overarching characteristics of responses to stress. These various dimensions of coping may represent complementary rather than orthogonal aspects of the coping process. For example, Rudolph et al. (1995) noted that the cognitive-behavioral dimension is concerned with coping responses, the problem-versus emotion-focused dimension is concerned with coping goals, and the primary versus secondary control dimension represents both coping responses and goals. However, they mask the complexity of different subtypes of coping that may differ significantly in their intentions and their effects. For example, as noted earlier, the dimension of emotion-focused coping has been criticized because it includes very different types of coping, ranging from rumination, wishful thinking, and social withdrawal to emotional regulation through methods such as relaxation and cognitive or behavioral distraction. Therefore, it is necessary to consider the specific subtypes of responses that compose these broader dimensions.
Categories or subtypes of coping. A wide variety of specific subtypes of child and adolescent coping have been proposed. These include problem solving, information seeking, cognitive restructuring, seeking understanding, catastrophizing, emotional release or ventilation, physical activities, acceptance, distraction, distancing, avoidance, self-criticism, blaming others, wishful thinking, humor, suppression, social withdrawal, resigned acceptance, denial, alcohol or drug use, seeking social support, seeking informational support, and use of religion. Items on measures of coping have been grouped into these categories on the basis of factor analyses, conceptual groupings of items, or a combination of these two methods. There has been little consistency in the application of these various subtypes of coping across different measures and studies, however, leading to considerable difficulty developing a cohesive picture of the structure of coping in childhood and adolescence.
These disparate types of coping have been grouped into subtypes of the broader dimensions of coping described earlier, both conceptually based on a priori assumptions about these categories and empirically through factor analyses. Factor analyses of coping responses have yielded primary and secondary factors that reflect the difference between broad and narrow subtypes of coping. Most factor structures have been based on exploratory factor analyses and have been inconsistent across studies using different measures and different samples (see later discussion). Three recent studies have used confirmatory factor analyses to test conceptual models of the structure of coping. Ayers, Sandier, West, and Roosa (1996) factor analyzed 10 coping scales and found that they were subsumed under four factors: active coping (cognitive decision making, direct problem solving, seeking understanding, and positive cognitive restructuring), social support (emotion-focused support and problem-focused support), distraction (distracting action and physical release of energy), and avoidance (cognitive avoidance and avoidant action). This four-factor model provided a good fit with the data, whereas two-factor models representing problemand emotion-focused coping and approach and avoidance coping did not provide an adequate fit. Walker, Smith, Garber, and Van Slyke (1997) identified three factors (with several scales that cross loaded on more than one factor) in their development of a measure of coping with pediatric pain: active coping (e.g., problem solving, seeking social support, and self-isolation), passive coping (e.g., self-isolation, behavioral disengagement, and acceptance), and accommodative coping (e.g., acceptance, distract-ignore, and selfencouragement). Connor- Smith et al. (in press) conducted confirmatory factor analyses with a sample of more than 400 older adolescents (18 to 19 years old) and a second sample of more than 300 early to middle adolescents (12 to 18 years old). Volitional coping responses were distinguished into three factors: primary control engagement coping (problem solving, emotional expression, and emotional modulation), secondary control engagement coping (cognitive restructuring, positive thinking, acceptance, and distraction), and disengagement coping (wishful thinking and denial). Similar to the findings of Ayers et al. (1996) , alternative models that included only two factors (problem-and emotionfocused coping and engagement-disengagement coping) did not achieve an adequate fit with the data (Connor- Smith et al., in press) .
The studies by Ayers et al. (1996) , Walker et al. (1997) , and Connor- Smith et al. (in press) suggest that the distinctions between problem-and emotion-focused coping or between approach and avoidance coping do not adequately reflect the structure of coping in young people. Ayers et al. (1996) found that their active coping factor was composed of both problem-and emotion-focused scales, and Connor- Smith et al. (in press) found that problem solving loaded together with two forms of emotion-focused coping (emotional expression and emotional modulation) on the primary control engagement coping factor. Furthermore, both of these studies revealed that distraction and avoidance coping loaded on separate factors, indicating that distraction is not simply a subtype of avoidance coping as it is represented in some models. The findings of these studies suggest that confirmatory factor-analytic methods provide a promising avenue for testing theory-driven models of the dimensions and subtypes of coping in childhood and adolescence.
Measurement of Coping
The goals of this section are to describe the most commonly used and thoroughly developed measures of coping, review their psychometric characteristics, and discuss the next steps in improving both the quality and application of measures. Because previous reviews have primarily addressed measures developed more than a decade ago (Ayers et al., 1998; Compas, 1987; Fields & Prinz, 1997) , this review focuses primarily on measures developed since 1988, with the exception of older measures that have been used frequently in the past 10 years.
Four approaches have been used to assess the ways in which children and adolescents cope with stress: self-report questionnaires, semistructured interviews, observations of behavior, and, to a lesser extent, the reports of significant others (parents, teachers, and peers). Current measures have differed in the specific coping responses and dimensions represented and in the breadth of assessment, with some targeting responses to specific stressors and others measuring general coping style (Ayers et al., 1998) . The degree to which psychometric properties have been evaluated varies widely, ranging from questionnaires used in only one study with no reliability and validity data to measures with established reliability and factor structures confirmed across multiple samples. The large number of measures makes it difficult to integrate findings across studies and to discuss the merits and drawbacks of each measure individually. Although specific examples of items and scales are presented, these examples are not intended to single out any one measure but to illustrate issues common to the majority of measures.
Questionnaires
The most widely used questionnaires are summarized in Table 1. Measures were initially selected for inclusion in Table 1 on the basis of several criteria: broad applicability, presence of reliability data, and use in at least one study with a substantial sample size (^ 100). In addition, because much of the coping literature has focused on coping with health-related stress, several measures assessing coping with pain or illness were included as examples of stressor-specific measures (e.g., Gil, Williams, Thompson, & Kinney, 1991) in spite of the use of small samples (<100). Although shortened or modified versions of many measures have been developed (e.g., Hastings, Anderson, & Kelly, 1996; Thurber & Weisz, 1997) , this review focuses on the original versions of scales. Within Table 1 , measures are arranged according to author name, because the diversity among measures made it impractical to group them conceptually or developmentally (e.g., by model of coping or child vs. adolescent measures).
Quality of coping items. Current measures represent a broad array of potential coping responses, with items either selected to represent theoretical constructs (e.g., Causey & Dubow, 1992; Connor-Smith et al., in press; Ebata & Moos, 1991) or drawn from children's interviews or open-ended reports (Ayers et al., 1996; Patterson & McCubbin, 1987) . However, problems remain with the clarity and specificity of items, recognition of differences between coping goals and coping strategies, and overlap between coping and measures of psychopathology.
First, the clarity of items is often compromised by scales that combine more than one strategy into a single item. For example, a single item from the Kidcope (Spirito, Stark, & Williams, 1988) , "I stayed away from other people, kept my feelings to myself, and just handled the situation on my own," represents behavioral avoidance or withdrawal (kept away from others), emotion regulation (kept my feelings to myself), and problem solving (handled the situation on my own). Thus, a child might endorse this item for any of several reasons or fail to endorse it because his or her behavior matched only one aspect of the item (e.g., I kept my feelings private but remained around others and asked for help).
Second, within a measure, items often differ in whether they assess the goal of the response, the strategy used to reach that goal, or both, making responses difficult to interpret. For example, the goal-focused item "Do something to make things better" (Ayers et al., 1996) could be endorsed by children whose methods of attaining that goal range from relaxation to the use of instrumental problem solving or seeking emotional support. Similarly, items based on specific behavioral strategies can also represent multiple goals. For example, the strategy "Go shopping; buy things you like" from the A-COPE (Patterson & McCubbin, 1987 ) could be implemented for vastly different reasons, such as buying clothes to feel more attractive versus distracting oneself from an impending stressor. Highly behaviorally specific items will not be endorsed by respondents who accomplished the same underlying goal via a different method. For example, whereas adolescents might distract themselves by shopping, they could also exercise, read, watch TV, or go out with friends to accomplish the same goal. Greater clarity (text continues on page 10O)
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and specificity has been achieved in measures focused specifically on a single stressor, such as the Waldron/Vami Pediatric Pain Coping Inventory (Varni et al., 1996) , which includes the items, "Put ice or heat on the sore spots" and "Ask someone to tell me that the pain or hurt will go away and I will feel better." However, whereas this measure provides a strong assessment of children's specific behavioral strategies for coping with pain, the use of highly focused measures prohibits comparisons of coping across stressors.
A third important issue is the problem of overlap between coping strategies representing emotion-focused coping and symptoms of psychological distress. For example, the Self-Report Coping Scale (SCS; Causey & Dubow, 1992) contains items such as "Become so upset that I can't talk to anyone," "Cry about it," and "Worry about it." Items on the Life Events Coping Inventory (LECI; Disc- Lewis, 1988) include "Wreck someone's things or do some vandalism," "Cry," "Scream," and "Throw things or break things." Similar items are included in many scales (e.g., A-COPE, SCS, and Kidcope). Not surprisingly, as a result of content overlap, these emotion-focused items are positively correlated with measures of emotional-behavioral problems. The quality of emotion-focused items in adult coping questionnaires has been addressed in more detail. For example, Stanton, Danoff-Burg, Cameron, and Ellis (1994) rated the degree to which emotionfocused coping items were confounded with psychopathology. In a sample of college students, confounded items demonstrated weak discriminant validity with adjustment measures, whereas unconfounded emotion-focused coping items predicted improved adjustment for women (Stanton et al., 1994) . The issue of confounds between coping and psychological disorders is also evident in the assessment of substance use as a coping strategy. Use of drugs and alcohol could be a symptom of abuse or addiction, a purposeful disengagement coping strategy, or both. Furthermore, even if it is ascertained that substance use is a coping strategy, it could still be driven by several possible goals, including seeking peer approval, distraction, or blunting emotions. Future coping measures should both reduce overlap between coping and distress items and ensure broader representation of positive emotional regulation items.
Some recent advances have been made in the measurement of coping in adolescence. Connor-Smith et al. (in press) have taken several steps to address problems with item quality in the development of the Responses to Stress Questionnaire (RSQ). First, volitional coping items were selected with careful attention to reducing the degree of confounding with symptoms of distress and psychopathology. Second, items were selected to better represent positive strategies for emotional regulation and modulation, as opposed to uncontrolled release or ventilation of emotions. Third, items were worded in reference to the specific stressor or domain of stress being studied (i.e., slightly different forms of the items are written for different stressors, whereas the basic content of the items remains the same). And fourth, respondents are asked to describe in an open-ended format the particular strategies that they used to accomplish goals (e.g., an item representing problem solving asks respondents to describe the solutions generated). As a result, both primary control coping (including the regulated expression of emotion and emotional modulation) and secondary control coping (including acceptance and distraction) were negatively correlated with internalizing and externalizing behavior problems, suggesting that the use of these coping strategies is related to fewer problems (Connor-Smith et al., in press; Thomsen, Compas, Colletti, & Stanger, 2000; Wadsworth & Compas, 2000) .
Derivation of coping scales. Current measures include both theoretically and empirically derived scales. The majority of scales have been empirically derived, based on interviews with childrenadolescents or culled from the preexisting literature. Most measures group items on the basis of face validity, although more recent studies have relied on exploratory factor analysis to create subscales. Theoretically based measures generally begin with subscales written to represent specific types of coping responses. Factors are identified through confirmatory factor analyses of these subscales, with most measures including three to five secondary factors. In comparing measures, it is important to note that scales with similar names on different measures often differ greatly in the items composing those scales. Thus, it is important to carefully examine individual items on questionnaires when attempting to compare findings from different measures.
Exploratory factor analyses have often generated different results across samples. For example, three studies of general population samples of adolescents using items from the A-COPE have resulted in three different sets of scales. The developers of the scale originally performed principal-components analysis on a set of 98 items, retaining 54 that were grouped into 12 factors (Patterson & McCubbin, 1987) . Subsequent principal-components analysis with the 54-item version of the A-COPE yielded a 6-factor solution, with minimal overlap with the original 12 scales (Feldman, Fisher, Ransom, & Dimiceli, 1995) . A secondary factor analysis of A-COPE scales performed by different authors yielded three broad factors: problem-focused, emotion-focused, and cognitive coping (Dusek & Danko, 1994) . Similarly, factor analysis of the Kidcope has yielded different structures with different stressors, highlighting the problems of trying to separate coping responses from the stressful event (Spirito, 1996) . In contrast, studies using confirmatory factor analysis to test theoretical models of coping have revealed structures that reflect some consistency across samples, stressors, age, and gender for the different measures used in these studies (e.g., Ayers et al., 1996; Connor-Smith et al., in press; Walker et al., 1997) .
In addition to the technique used to create scales, it is also important to consider the specificity and representativeness of scales and factors. In spite of achieving adequate internal consistency, many scales appear to lack specificity, placing disparate coping strategies into single categories. For example, the LECI (Dise- Lewis, 1988 ) stress-recognition scale (a = .79) includes the items "Talk to a teacher or psychologist," "Clean my room or rearrange it," and "Scream." A single empirically derived factor on the Waldron/Varni Pediatric Pain Coping Inventory termed "seeks social support" combines social support items such as "Have my mother, father, or a friend sit with me" with the conceptually unrelated items "Cry or yell" and "Think it will just get worse." These items appear to reflect very different types of coping, making it difficult to interpret the meaning of scores on these factors.
Similarly, most existing scales fail to discriminate between types of disengagement coping, combining items assessing avoidance-denial with items assessing distraction, despite evidence that these strategies are likely to lead to very different outcomes. For example, experimental studies have demonstrated that active attempts to deny or avoid thoughts have the paradoxical effect of increasing negative, unwanted thoughts and increasing distress (see Wegner, 1994 Wegner, , 1997 , for reviews). Distraction, on the other hand, is associated with lower levels of distress and fewer intrusive thoughts (Nolen-Hoeksema, Morrow, & Fredrickson, 1993; Salkovskis & Campbell, 1994) . Similarly, recent studies using the RSQ have shown that distraction, as part of a broader secondary control engagement coping factor (acceptance, positive thinking, and cognitive restructuring), was related to lower levels of internalizing and externalizing behavior problems in adolescents, whereas a disengagement coping factor comprising avoidance, denial, and wishful thinking was related to higher levels of both types of problems (Connor-Smith et al, in press; Thomsen et al, 2000; Wadsworth & Compas, 2000) . The Kidcope (Spirito, Stark, Gil, & Tyc, 1995) is unique among the commonly used coping measures in that each coping strategy is assessed by a single item, in part to avoid difficulties in scale construction. Unfortunately, this raises a separate issue of assessing coping strategies using a single item and limits the ability to assess reliability.
An additional issue is the content validity of coping scales, with many scales failing to address the full range of potential responses. The representativeness of scales assessing emotion-focused coping responses has been particularly problematic. As discussed earlier, scales assessing emotion-focused coping have often been poorly conceptualized, emphasizing primarily negative responses that are frequently confounded with symptoms of distress. In addition, errors of omission are common; very few scales include items to assess potentially adaptive emotion-focused strategies that involve the regulation or modulation of emotions, such as writing about feelings or using deep breathing to relax. Understanding links between emotion-focused coping and adjustment will be impossible without increased attention to the measurement of emotion regulation and ventilation.
Psychometrics. In light of problems with both items and scales, it is not surprising that the basic reliability and validity of measures of child and adolescent coping have been mixed. All of the coping measures included in Table 2 provide internal consistency reliability data. Alpha coefficients have ranged widely, from as low as .45 to as high as .91 for primary scales and from .36 to .89 for secondary scales, with most falling in the range from .60 to .85. As a direct result of including more items, internal consistencies are higher for broader scales (e.g., scales for problem-and emotion-focused coping) than for scales with fewer items that assess a specific aspect of coping (e.g., problem solving or cognitive restructuring). Test-retest reliability data over periods of 1 to 3 weeks have been provided for only 7 of 22 scales, ranging from .41 to .83 over 1 week and from .57 to .91 over 2 to 3 weeks. Stability data over longer periods of time (6 weeks to 6 months) have been reported for six measures, but these data do not reflect the reliability of the measures. Test-retest reliability is not clearly related to other factors, such as age of informant, type of stressor, or use of empirically versus theoretically derived scales. Overall, these data indicate that coping can be assessed in a manner that meets at least minimal criteria for reliability; however, it is highly problematic that reliability data are not available for the majority of measures.
In spite of the importance of establishing the reliability of child-adolescent coping measures, the criteria to be applied have been the subject of debate, in that traditional psychometric criteria may be difficult to apply to some aspects of the measurement of coping (e.g., Stone & Kennedy-Moore, 1992) . First, because individual items on coping scales are often highly specific, both internal consistency reliability of scales and item loadings found in factor analyses to derive scales may be low. For example, the A-COPE includes multiple items assessing talking to father, mother, friends, and siblings (Patterson & McCubbin, 1987) . If one source of support was helpful, then it may be unnecessary to seek additional support, leading to low intercorrelation of items on a scale. Internal consistency is likely to be a more reliable indicator of scale quality for measures of general coping style than for measures assessing coping with a discrete stressor, where fewer opportunities are available to use a full range of similar responses. Second, because studies have demonstrated differences in the ways in which individuals cope across stressors and with the same stressor over time (e.g., Causey & Dubow, 1992; Compas, Forsythe, & Wagner, 1988; Compas, Malcarne, & Fondacaro, 1988) , the test-retest reliability of a measure is an appropriate index only when the same stressor is considered over relatively brief periods of time. Unfortunately, there is no clear alternative to the use of test-retest reliability and internal consistency as indexes of psychometric quality. However, it is necessary to evaluate test-retest reliability and internal consistency cautiously, with the understanding that low values may be a reflection of the coping process rather than a failure of the measure.
Tests of construct validity data have been provided for 10 of 22 measures. Construct validity has been demonstrated through confirmatory factor analyses supporting the hypothesized structure of coping. Ayers et al. (1996) and Connor-Smith et al. (in press) have provided the strongest evidence of construct validity, comparing the goodness of fit of other theoretically viable coping models to confirm a theoretically based model, as well as confirming the theoretical model across independent samples. These models are similar in that they derived three somewhat comparable sets of factors: primary control coping or active coping, secondary control coping or distraction, and disengagement coping or avoidance. They differ, however, in that Ayers et al. (1996) identified a social support factor as well. Construct validity also has been tested through comparison of self-reports with reports of significant others (e.g., Causey & Dubow, 1992; Connor-Smith et al., in press; Glyshaw, Cohen, & Twobes, 1989 ) and through the comparison of self-reports on different coping measures (Connor-Smith et al., in press), demonstrating both the discriminant and convergent validity of self-report scales. For example, Connor-Smith et al. (in press) found that coping scales on the RSQ were significantly correlated with conceptually similar scales (convergent validity) on the COPE (Carver, Scheier, & Weintraub, 1989) but were unrelated to scales that assessed different aspects of coping (discriminant validity). Furthermore, Connor-Smith et al. (in press) found significant convergent validity correlations between adolescent and parent reports of adolescents' coping (mean rs for two samples were .23 and .33) that were significantly higher than cross-informant discriminant validity correlations. Table 1 does not include citations of correlations between coping and emotional-behavioral problems as evidence of validity, although some authors have presented these analyses in this way. Construct and criterion validity of coping measures need to be established independent of the association with symptoms; it is circular to report these associations as evidence of validity while also using them to test the relationship between coping and adjustment (the association of coping with emotional-behavioral problems is reviewed later). This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Validity is dependent on the inclusion of items that are developmentally appropriate and written at a level that children and adolescents can easily comprehend. Several measures commonly used with children and adolescents were originally developed for adults and applied to younger age groups without modification or any information about reliability or validity in younger samples (e.g., Hart, 1991; Kupst et al., 1995; Stern & Zevon, 1990) . This is potentially problematic, because it ignores developmental changes in stressors and types of coping responses, as well as the possibility that the structure of coping may differ for children, adolescents, and adults. For example, in one study, scales derived from the adult version of the Ways of Coping Checklist (WCCL; Folkman & Lazarus, 1985) were used to assess the coping of adolescents (Irion, Coon, & Blanchard-Fields, 1988) . The alpha coefficients for these scales ranged from .40 to .73, lower than coefficients for subscales based on factor analysis of the WCCL for adolescents (e.g., Chan, 1995; Halstead, Johnson, & Cunningham, 1993) .
Although the majority of measures have been developed for adolescents, there is evidence that older children can provide reliable and valid reports on their coping responses. For example, using a sample of 9-to 13-year-olds, Ayers et al. (1996) reported internal consistency reliabilities of .73 to .89 and established construct validity of their measure with this age group using confirmatory factor analysis. Causey and Dubow (1992) reported on a sample of fourth to sixth graders and found internal consistencies of .66 to .84 and test-retest reliabilities of .58 to .78. In a sample of 8-to 12-year-olds, Ryan-Wegner (1990) reported internal consistencies of .76 to .79 and test-retest reliabilities of .73 to .82. These data suggest that preadolescent children can provide reliable and valid reports; however, these samples all included some younger adolescents, and analyses were not broken down by age. The youngest age at which children are likely to be capable of accurately completing coping questionnaires is not clear. Although young children may be able to accurately report the use of behavioral strategies (seeking out adult help or walking away from a peer), they may have difficulty with cognitively based strategies (cognitive restructuring or distraction) that require the use of metacognitive skills to report. Furthermore, evidence from the use of interviews in the assessment of psychopathology suggests that children younger than 10 years of age are less reliable informants than are adolescents (Edelbrock & Costello, 1988; Fallen & Schwab-Stone, 1994) . Problems are likely to be greater on questionnaires than in interviews, because interviews allow greater opportunity to ascertain the degree to which children understand the questions. One promising avenue for the assessment of coping in younger children involves the use of parent-report versions of checklists. Connor-Smith et al. (in press), Thomsen et al. (2000) , and Langrock, Compas, Keller, and Merchant (2000) have reported adequate internal consistency reliabilities of parents' reports of their children's coping (alpha coefficients ranging from .65 to .85) and adequate convergent and discriminant validity with reports by adolescents.
Interview Measures of Coping
A relatively small number of semistructured interviews have been developed for assessing child and adolescent coping (see Table 2 ). Criteria for inclusion of interview measures were less strict than for questionnaires (e.g., it was necessary to include studies that involved much smaller samples), given that there were far fewer measures of this nature available. Multiple versions of these interviews exist but are not discussed independently, because most draw heavily on work by either Weisz and colleagues or Compas and colleagues (e.g., Band & Weisz, 1990; Compas et al., 1996) .
The categories used in coding interview responses have typically been theoretically based, often focusing on broad dimensions of coping rather than specific categories. For example, Compas et al. (1996) coded responses as problem-focused, emotion-focused, or combination responses (both problem and emotion focused), whereas Band and Weisz (1990) focused on primary or secondary control coping. Neither of these studies, however, coded responses into subtypes within these broad dimensions. Reliability of coding into broad dimensions (i.e., interrater reliability) has generally been adequate, with kappa values ranging from .52 to 1.0. Testretest reliability and validity data (e.g., correspondence between interviews and questionnaires) have not been reported. The interview used by Bernzweig, Eisenberg, and Fabes (1993) is an exception; these authors compared child and parent reports on interviews and found that they were not significantly correlated.
Interviews are particularly well suited to provide a richer understanding of the context in which coping takes place, the sequence in which coping responses are executed, and the ways in which different coping responses are combined. Although interview measures show great promise, a major concern with current interviews is that children and adolescents may significantly underreport their coping responses because interviews rely on respondents' ability to remember or generate coping responses in a semistructured or structured format. In most instances, the mean number of coping responses provided by children and adolescents in interviews has ranged from one to three (e.g., Compas et al., 1996) , a number substantially lower than the mean number of responses typically endorsed on questionnaires or checklists. Therefore, in their current forms, interviews may significantly underestimate the diversity and complexity of coping in children and adolescents. However, more structured interviews in which respondents are provided with sufficient prompts may increase responses and allow for descriptions of goals.
Observational Methods
A small number of instruments for the observation of coping behaviors and for obtaining the reports of significant others have been reported in the literature (see Table 3 ). Observational methods possess adequate reliability and appear to be a promising approach to assessing microlevel responses in specific situations. Thus far, they have been used most extensively to assess children's coping with medical procedures. These procedures are administered under standard circumstances in a physician's office or hospital in which observers can be present without having a highly reactive effect on children's behavior (Altshuler, Genevro, Ruble, & Bornstein, 1995; Bachanas & Blount, 1996; Manne, Bakeman, Jacobsen, & Redd, 1993) . Furthermore, children's behavior is relatively constrained in these situations, limiting the range of coping responses that can be enacted and therefore reducing the range of behaviors that need to be observed and coded. Observation of children's coping behavior in home or school situations does not offer the same opportunities. Observations are a useful method to validate self-reports obtained through questionnaires or This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
interviews but are limited by their inability to access covert cognitive coping processes. In the development of interview and observation methods, it is essential that greater attention be given to the test-retest reliability and validity of these assessment tools. Although reliability of interrater agreement of observations has been demonstrated, it is unclear how these measures relate to more established coping measures. A notable exception is work by Eisenberg and colleagues exploring relations between maternal reports of coping and observations of children's behavior in stressful situations. For example, relations have been demonstrated between the amount of time children spend trying to comfort a crying infant and maternal reports of coping (Fabes, Eisenberg, Karbon, Troyer, & Switzer, 1994) .
Methodological Issues in Coping Assessment
In other areas of research, such as the study of child-adolescent psychopathology, it has been shown that the broadest perspective is provided by multiple informants through a combination of interview and questionnaire techniques in longitudinal studies. Thus far, coping research has not reached this level of sophistication, relying primarily on self-report questionnaires in crosssectional research designs. Five methodological issues are important to address in the continued development of the assessment of child-adolescent coping: the method of assessment (questionnaire, interview, or observation), the source of information (childadolescent, parent, peer, or observer), the dimensions in which coping is rated, the type of research design, and the breadth versus specificity of coping assessed (response to a single stressful event vs. coping style).
Method of assessment is one of the most controversial topics in the field of coping research. Coping questionnaires have been criticized for lacking a theoretical basis, using overly broad or confusing items, and inadequately assessing cognitive strategies. In addition, questionnaires have been criticized for failing to assess coping from a transactional perspective and neglecting anticipatory coping (Coyne & Gottlieb, 1996) . However, these criticisms apply equally well to both current questionnaire and interview measures and could be resolved through improvements in either method. Checklists clearly have an advantage in being faster to administer to large samples, easier to standardize than coping interviews, and less subject to the influence of children's verbal skills and rapport with the investigator. Interview measures may be more appropriate for young children with limited reading ability and offer the opportunity to ensure comprehension and to probe for details about the nature and goals of coping responses. Despite the active debate about whether coping is best measured through interview or checklist techniques, no published studies have been designed to compare the two approaches. In one study in which both interview and checklist data were provided (O'Brien, Bahadur, Gee, Balto, & Erber, 1997), correspondence was minimal, with a significant correlation on only one of seven scales. Therefore, an important avenue for future research involves the comparison of interviews and questionnaires to determine the relative merits of each approach.
A larger problem involves overrreliance on self-report data, with none of the commonly used coping measures having a parallel form for other informants (e.g., parents, teachers, or peers; see Causey & Dubow, 1992; Connor-Smith et al., in press; and Glyshaw et al., 1989 , for exceptions). Although self-report measures are an important way to measure cognitive responses that are unobservable by others, there are several limitations to self-report measures. First, research with adults has demonstrated that retrospective measures of coping are biased by the degree of problem resolution at the time of questionnaire completion and by poor recall, even when coping is assessed within a few days of the stressor (e.g., Ptacek, Smith, Espe, & Rafferty, 1994; Stone, Kennedy-Moore, & Neale, 1995) . These problems may be even greater in children than adults. Second, self-report measures are limited by the willingness of individuals to report the use of unsuccessful coping strategies or items low in social desirability, such as denial or wishful thinking. Thus, observational techniques and reports from multiple informants are likely to provide a more detailed picture of coping. Although the question arises of how to integrate discrepancies between informants, coping researchers can take their cue from studies of child psychopathology. Research on emotional-behavioral problems has demonstrated that correlations between child and adult reports tend to fall in the .2 to .4 range (Achenbach, McConaughy, & Howell, 1987) . Rather than considering one informant "correct" and the second to be a poor informant, it is recognized that both provide valid information from different perspectives, with ratings from all informants useful in predicting outcomes. Observational measures can be combined with self-reports and reports of others to provide information on the degree of correspondence between outward behaviors and perceived coping. Connor- Smith et al. (in press) have reported promising data in this area. When they used parent and adolescent versions of the RSQ that contained identical items and focused on a specified stressor or domain of stress, 8 of 10 convergent validity correlations of parent-adolescent reports of adolescents' coping in two samples were significant, with a mean correlation of .28. Langrock et al. (2000) reported comparable findings in a study of parent and adolescent reports of coping with parental depression (mean cross-informant convergent validity correlation of .35). These findings suggest the both self-reports and parent reports of child-adolescent coping will be important perspectives to obtain.
A third problem is the limited consideration given to children's interpretation of directions to rate "how much" they engaged in a given coping strategy. This is an important question given that college students interviewed after completing a coping questionnaire indicated that their responses were based on multiple dimensions, including the frequency, duration, and efficacy of each strategy, as well as effort expended (Stone & Kennedy-Moore, 1992) . Overall, 68% of students made ratings based on all four dimensions, with the dimension considered differently depending on the individual items (Stone & Kennedy-Moore, 1992) . Part of the complexity stems from the reality that some coping responses can be used more than once, such as cognitive restructuring or seeking social support, whereas many problem-solving responses are discrete events. More careful attention needs to be given to the dimensions that children and adolescents use in responding to coping checklists and interviews. At the very least, measures need to be clear and explicit in the dimensions respondents should use to describe coping responses.
Greater attention to study design is also essential. Crosssectional studies represent the bulk of child and adolescent data but may be misleading because individuals coping with extreme stressors are likely to be highly distressed and thus likely to use multiple coping techniques. In a cross-sectional design, this leads This document is copyrighted by the American Psychological Association or one of its allied publishers.
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CHILD AND ADOLESCENT COPING 107 to a potentially misleading correlation between the use of multiple coping strategies and poor psychological adjustment. In addition, although some types of emotional expression, such as writing about negative feelings, are associated with short-term increases in distress, over longer periods of time they are linked to lower distress and better health outcomes (Pennebaker, 1997) . Several studies focusing on adult responses to stress have taken an intensive approach to measuring coping through the use of daily ratings of coping and mood (e.g., Affleck, Tennen, Urrows, & Higgins, 1994; Stone et al., 1995) , leading to more detailed and timesensitive analyses of the coping-distress relationship than can be achieved in cross-sectional, retrospective studies. Consideration should also be given to whether measures are used to assess general coping style or coping with a specific stressor (Ayers et al., 1998) . The majority of previous research has either assessed general coping style or asked participants to report on any recent stressor, leading to samples in which stressors could vary from academic problems to domestic violence at home. It remains unclear whether adults or children and adolescents are capable of aggregating responses across diverse situations to accurately report their general coping profile. In addition, there are few coping strategies likely to be either universally helpful or universally detrimental, making it important to avoid combining responses of individuals coping with different events.
Thorough understanding of the stressor is also important, because many stressful events or circumstances do not have clear beginnings or endings or may be multifaceted. Currently, limited information is available about how children define a coping episode. For some children coping with a difficult test may involve the entire process of preparation for the test, taking the test, and emotional regulation during the posttest period, whereas for others the event may be defined from the moment of entering the classroom to the moment the exam is turned in. Further complicating the situation, process-oriented models predict that the effectiveness of any given strategy depends on the timing of its use. Differences such as these in the ways individuals define the stressful event were confirmed in a sample of college students. Although the vast majority of students acknowledged with direct questioning after completion of a coping questionnaire that the stressful event had preparatory, acute, and recovery stages, only 44% of students had actually considered all relevant stages while completing the questionnaire (Stone, Greenberg, Kennedy-Moore, & Newman, 1991) . Ideally, assessment of coping with a given stressor should also take place with reference to the broader context of an individual's life and the importance of the selected event to the individual. For example, a child whose mother has been diagnosed with cancer may find the problem of dealing with a difficult math test either wholly irrelevant or overwhelming, whereas a child facing no major stressors may interpret the math test quite differently.
Summary
The number of measures designed specifically for the measurement of coping in children and adolescents has grown significantly in the last 10 years. Available questionnaires represent both empirically and theoretically derived models of coping and have been used with children and adolescents facing a diverse array of real and hypothetical stressors. Interviews and observational measures are promising but are less well developed at this time. For all forms of coping assessment, increased attention to reliability and validity is a crucial direction for future work. Although several of the checklists reviewed here have established at least minimum levels of internal consistency, insufficient data have been reported regarding test-retest reliability and validity for observation, interview, and checklist measures. Finally, an overriding issue in the assessment of coping concerns is reliance on retrospective selfreports without other sources of data. Although it is unlikely that the reports of children and adolescents will achieve high levels of correspondence with reports from parents or observers, it is critical that other data sources be pursued.
Coping, Psychological Adjustment, and Symptoms of Psychopathology
Perhaps the most active area of coping research is concerned with the association of coping with psychological adjustment, psychological symptoms of psychopathology, and social and academic competence. We identified 63 such studies conducted since 1988 (see Table 4 ). Studies were generally excluded from this review if they reported on very small samples or used measures of coping that lacked basic reliability or validity data. However, studies with smaller samples were included if they involved samples of underrepresented youth (e.g., ethnic minorities), stressors that were of probable clinical significance (e.g., sickle ceil disease), or the use of multiple informants to assess coping. Several features of these studies warrant consideration: sample characteristics, type of stressor with which participants were coping, measurement of coping and psychological correlates, research design (cross sectional vs. prospective), informant (child, parent, teacher, or peer), and the findings. Although these studies have been concerned with the "effectiveness" of coping (i.e., the degree to which coping efforts are effective in reducing emotional distress and enhancing positive adjustment), we have avoided using this term here. Coping effectiveness cannot be determined in crosssectional studies, because the direction of the relationship between coping and emotional distress or adjustment cannot be resolved. It is plausible that coping efforts lead to reductions in emotional distress, but it is equally possible that higher or lower levels of emotional distress lead to the use of certain types of coping responses (as described later). Therefore, with the exception of a few prospective studies, we view these investigations as studies of the correlates of coping rather than the efficacy of coping.
Samples
The samples that have been included in these studies have varied widely in age and have typically included both boys and girls, but they have been less varied with regard to ethnicity and socioeconomic status. Several studies have been limited by relatively small sample sizes, limiting statistical power in testing the association between coping and adjustment. For example, Band and Weisz (1988) ; Creasy, Mitts, & Cantanzaro (1995) ; Eisenberg, Fabes, Bernzweig, et al. (1993); Eisenberg, Fabes, Minore, et al. (1994) ; Eisenberg, Fabes, Shepard, et al. (1997) ; Fabes and Eisenberg (1992) ; Fabes et al. (1994); Frank, Blount, and Brown (1997) ; Gamble and McHale (1989) ; Gil et al. (1991 Gil et al. ( , 1993 ; Hart (1991) ; Johnson and Kenkel (1991) ; Langrock et al. (2000) ; H. Lewis and Kliewer (1996) ; Manne et al. (1993) ; O'Brien et al. (1997 , O'Brien, Margolin, & John, 1995 .£ °f a.
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This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. (1995); Ried, Dubow, Carey, and Dura (1994) ; Sharpe, Brown, Thompson, and Eckman (1994) ; Smith and Brodzinsky (1994) ; Spirito, Stark, and Tyc (1994) ; Steele et al. (1997 Steele et al. ( ,1999 ; Stern and Alvarez (1992) ; Tapert, Brown, Myers, and Granholm (1999) ; and Thomsen et al. (2000) all reported on samples of fewer than 100 participants. With a sample of 100, a correlation of .22 or greater will achieve significance at the .05 level. With samples of less than 100, small to medium correlations will not reach statistical significance. In many cases, sample sizes were small because they involved special populations of children and adolescents, such as those diagnosed with a serious illness, who are difficult to recruit in large numbers. However, the small samples in these studies limit the ability to detect all but the largest of effects. Although the age range included in these studies is broad when they are considered in total, individual studies have been more limited in regard to age. For example, most studies have examined a limited age range within childhood (e.g., Causey & Dubow, 1992; O'Brien et al., 1995) or within adolescence (e.g., Compas, Malcarne, & Fondacaro, 1988; Lee & Larson, 1996) . Those studies that have included a wider age range have often been restricted by relatively small sample sizes that preclude analyses as a function of age (e.g., Gil et al., 1991; H. Lewis & Kliewer, 1996) or have failed to test age differences. Therefore, the relationship between coping and psychological adjustment has rarely been considered as a function of age or developmental level (see Chaffin, Wherry, & Dykman, 1997, for an exception). Many of these studies have included good representation of boys and girls, in some cases allowing for analyses of the correlates of coping as a function of gender. Samples have been limited with regard to ethnic or socioeconomic diversity, both within and across studies; the majority of studies have reported on samples that are exclusively or primarily Caucasian and of middle to upper socioeconomic status. Therefore, little is known about psychological correlates of coping as a function of ethnicity or socioeconomic status.
Type of Stressor
The association of psychological adjustment and coping has been examined in reference to a wide range of stressors. This includes actual stressors that children and adolescents have experienced, such as personal illness (Band & Weisz, 1990; Frank et al., 1997; Ried et al., 1994 Ried et al., , 1995 , pain (Gil et al., 1991 (Gil et al., , 1993 Manne et al., 1993; Sharpe et al., 1994; Spirito et al., 1994; Thomsen et al., 2000; Walker et al., 1997) , parental or family conflict (O'Brien et al., 1995 (O'Brien et al., ,1997 Wadsworth & Compas, 2000) , family economic strain (Wadsworth & Compas, 2000) , parental divorce (Kliewer & Sandier, 1993) , parental illness (Compas et al., 1996; Steele et al., 1997) , peer stress (e.g., Causey & Dubow, 1992; Compas, Malcarne, & Fondacaro, 1988; Connor-Smith et al., in press ), adoption (Smith & Brodzinsky, 1994) , academic stress (e.g., Causey & Dubow, 1992; Compas, Malcarne, & Fondacaro, 1988) , sexual abuse (Chaffin et al., 1997), natural disaster (Jeney-Gammon, Daugherty, Finch, Belter, & Foster, 1993) , and missile bombardment (Weisenberg, Schwarzwald, Waysman, Solomon, & Klingman, 1993) . Several studies also asked children to report their likely responses to hypothetical situations. In 20 studies, children or adolescents reported on their coping with an unspecified, self-selected stressor or reported how they cope "in general." The latter method is problematic, because it does not take into account contextual factors related to the stressor that may have affected how children coped or contextual effects on the association of their coping responses with psychological adjustment.
Relatively few studies have sampled the ways that children or adolescents cope with different types of stress to compare the association of coping with psychological adjustment across types of stress. For example, Causey and Dubow (1992) and Compas, Malcarne, & Fondacaro (1988) compared the association between internalizing and externalizing behavior problems and coping with academic stress and coping with interpersonal stress. Compas, Malcarne, & Fondacaro (1988) found stronger associations between behavior problems and coping with interpersonal stress than coping with academic stress, suggesting that the resolution of interpersonal stress may be more important in relation to behavioral adjustment. Causey and Dubow (1992) did not find consistent differences in correlations with adjustment as a function of coping with these two types of stress. More recently, Wadsworth and Compas (2000) examined the association of adolescents' coping with family conflict and family economic strain in relation to internalizing and externalizing problems. Primary control coping and secondary control coping were generally associated with lower levels of aggressive behavior problems and anxiety-depression symptoms in response to both types of stress. However, disengagement coping was related to more symptoms of aggression and anxiety-depression, but only for boys. Coping interacted with gender and type of stressor, in that for economic strain, primary control coping was negatively related to aggressive behavior problems for boys only and to anxiety-depression symptoms for girls only.
Research Designs and Data Analyses
As noted earlier, the majority of these studies have used crosssectional research designs in which measures of coping and psychological correlates have been obtained at the same point in time. Many studies have reported simple bivariate correlations between scores on a measure of coping and scores on an index of psychological adjustment. In many instances, the number of correlations is large, with no control for family wise error rates; more rarely, a Bonferroni correction has been included to control for multiple analyses. Table 4 reports results as presented in the original paper; unless the use of a Bonferroni correction is noted, error rate was not controlled. Therefore, the significance level of the correlations reported in many studies may overestimate the number of significant associations between coping and psychological adjustment. Several studies have included multivariate analyses (typically linear multiple regression) in which several aspects of coping, along with other relevant variables such as age and gender, are examined as predictors of psychological adjustment. In some instances, these analyses have included interaction terms of coping and other variables that may moderate the association between coping and psychological adjustment. Multivariate analyses represent more stringent tests of the association of coping with adjustment, because they control for other important variables and test multiple main effects and their interactions.
Psychological Correlates
The psychological correlates that have been measured in these studies can be divided into the broad categories of internalizing and externalizing behavior-emotional problems and social or ac-ademic competence. Our intention was to also include measures of physical health as correlates of coping (Seiffge-Krenke, 1990 ). However, we could not identify a sufficient body of research on coping and health status in children and adolescents. Illness and pain are frequently studied as the targets of coping efforts but rarely as correlates or "outcomes." Measures of psychological correlates have been obtained almost exclusively from self-reports of children and adolescents and from parental reports, and less often from direct observations of behavior and other sources. Because coping and psychological adjustment are often both assessed with self-report measures, the role of method variance must be considered in accounting for the association between these variables. Studies in which coping and adjustment are assessed through the reports of different informants (e.g., correlation of self-reports of coping with parental reports of adjustment) provide a more stringent test of the association between coping and psychological adjustment. Furthermore, some of the subtypes of coping that are reported (e.g., internalizing coping, externalizing coping, and aggressive coping) are potentially confounded with measures of internalizing and externalizing symptoms. Because of limitations in the factors described earlier, research in this area does not warrant a meta-analysis at this time. We provide a descriptive analysis of the research to date and suggest directions for further research that could lead to a more quantitative analysis in the future.
Findings
Because of the complexity of integrating findings from studies using different coping measures, we have grouped studies based on the broad categories of problem-and emotion-focused coping and engagement-disengagement coping. Three raters classified the scales in each of the studies as either problem focused or emotion focused and as representing either engagement coping or disengagement coping. Problem-focused coping strategies included problem solving, information seeking, and problem-focused support; emotion-focused coping included emotional expression, denial, and wishful thinking. Engagement coping included problem solving, emotional expression, and support seeking; disengagement coping included problem avoidance, cognitive avoidance, and social withdrawal. Interrater agreement rates exceeded 90%. This does not necessarily reflect the conceptualization of coping that was used by the authors of these studies, because in many cases coping strategies were presented only in terms of specific coping scales. We have organized the results of these studies on the basis of three primary broadband dependent variables: internalizing symptoms (e.g., symptoms of depression, anxiety, and somatic symptoms), externalizing problems (e.g., aggression and conduct problems), and competence (social and academic). These broadband categories were used because, similar to the variations in the subtypes of coping, there were too many specific types of internalizing and externalizing problems and of competence to examine these variables separately.
Internalizing Problems
Engagement coping. Twenty-five studies have reported associations between engagement coping and lower internalizing symptoms (Ayers, Sandier, West, & Roosa, 1990; Connor-Smith et al., in press; Ebata & Moos, 1991; Gil et al., 1991 Gil et al., , 1993 Hart, 1991; Herman & McHale, 1993; HermanStahl & Petersen, 1996; Herman-Stahl, Stemmler, & Petersen, 1995; Jeney-Gammon et al., 1993; Langrock et al., 2000; M. Lee & Larson, 1996; Lengua & Sandier, 1996; Lengua, Sandier, West, Wolchik, & Curran, 1999; Lewis & Kliewer, 1996; Lopez & Little, 1996; O'Brien et al., 1997; Ried et al., 1994 Ried et al., , 1995 Sandier, Tein, & West, 1994; Spirito, Francis, Overholser, & Frank, 1996; Thornsen et al., 2000; Wadsworth & Compas, 2000; Walker et al., 1997) . In contrast, 9 studies have reported an association between engagement coping and more internalizing symptoms (Creasy et al., 1995; Dumont & Provost, 1999; Ebata & Moos, 1991; Hart, 1991; Johnson & Kenkel, 1991; O'Brien et al., 1997; Sandier et al., 1994; Smith & Brodzinsky, 1994; Spirito et al., 1994) . Eighty-four significant effects were reported in these studies for engagement coping and internalizing, and 149 nonsignificant effects were reported.
Problem-focused coping. Fewer studies could be clearly classified as measuring problem-focused coping. Of these, four studies reported an association between problem-focused coping and fewer internalizing symptoms (Compas, Malcarne, & Fodacaro, 1988; Hoffman, Levy-Shiff, Sohlberg, & Zarizki, 1991; Plancherel & Bolognini, 1995; Windle & Windle, 1996) , and two studies reported an association between problem-focused coping and more symptoms (Hoffman et al., 1991; Plancherel & Bolognini, 1995) . Eight significant effects could be calculated for problem-focused coping and internalizing problems, and 12 nonsignificant effects could be calculated.
Disengagement coping. Twenty-eight studies reported an association between disengagement coping and more internalizing symptoms (Chaffin et al., 1997; Chan, 1995; Connor-Smith et al., in press; Dumont & Provost, 1999; Ebata & Moos, 1991; Frank et al., 1997; Gil et al., 1991 Gil et al., , 1993 Hart, 1991; Herman & McHale, 1993; Herman-Stahl & Petersen, 1996; Herman-Stahl et al., 1995; Jeney-Gammon et al., 1993; Johnson & Kenkel, 1991; H. B. Lee, Chan, & Yik, 1992; Lengua & Sandier, 1996; Lengua et al., 1999; H. Lewis & Kliewer, 1996; O'Brien et al., 1997; Ried et al., 1994 Ried et al., , 1995 Sandier et al., 1994; Smith & Brodzinsky, 1994; Spirito et al., 1994 Spirito et al., , 1996 Steele et al., 1997; Wadsworth & Compas, 2000; Walker et al., 1997) . Only two studies reported a relationship between disengagement coping and fewer problems (Ayers et al., 1990; O'Brien et al., 1995) . Eighty-three significant effects were reported for disengagement coping and internalizing problems, and 101 nonsignificant effects were reported.
Emotion-focused coping. Similar to studies of problemfocused coping, relatively fewer studies were found that clearly measured emotion-focused coping. In all five studies, an association was found between the use of emotion-focused coping and more internalizing symptoms (Compas, Malcarne, & Fondacaro, 1988; Compas et al., 1996; Hoffman et al., 1991; Plancherel & Bolognini, 1995; Windle & Windle, 1996) . Ten significant effects could be calculated between emotion-focused coping and internalizing problems, and 14 nonsignificant effects could be calculated.
Externalizing Problems
Engagement coping. Relatively fewer studies examined externalizing as compared with internalizing symptoms. Of those that measured engagement coping, 13 studies reported an association of engagement coping with fewer externalizing symptoms (Ayers et al., 1990; Connor-Smith et al., in press; Ebata & Moos, 1991; Langrock et al., 2000; Lengua & Sandier, 1996; Lengua et al., 1999; O'Brien et al., 1997; Radovanovic, 1993; Wadsworth & Compas, 2000) , whereas 2 studies reported an association with more symptoms (Creasey et al., 1995; Eisenberg, Fabes, Shepard, et al., 1997) . In one study, the association between engagement coping and behavior problems differed in cross-sectional and time-lagged analyses, suggesting a more complex association than can be observed in cross-sectional analyses (Eisenberg, Fabes, Shepard, et al., 1997) . Forty-three significant effects were reported between engagement coping and externalizing problems, and 42 nonsignificant effects were reported.
Problem-focused coping. Two studies reported an association of problem-focused coping with fewer externalizing symptoms (Compas, Malcarne, & Fondacaro, 1988; Windle & Windle, 1996) , and one study reported an association with more symptoms (Hoffman et al., 1991) . Seven significant effects could be calculated between problem-focused coping and externalizing problems, and nine nonsignificant effects could be calculated.
Disengagement coping. Findings were mixed with regard to the association of disengagement coping with externalizing problems. Three studies reported an association of disengagement coping with fewer externalizing symptoms (Ayers et al., 1990; Chaffm et al., 1997; O'Brien et al., 1997) , and three studies reported a relationship with more problems (Connor-Smith et al., in press; Lengua & Sandier, 1996; Wadsworth & Compas, 2000) . Lengua et al. (1999) found that avoidance coping predicted fewer child-reported conduct problems but more mother-reported conduct problems. Twenty-two significant effects could be calculated for disengagement coping, and 39 nonsignificant effects could be calculated.
Emotion-focused coping. Only three studies examined the association of emotion-focused coping with externalizing problems, and all reported a relationship of coping with more problems (Compas, Malcarne, & Fondacaro, 1988; Steele et al., 1999; Windle & Windle, 1996) . Thirteen significant effects could be calculated for emotion-focused coping and externalizing problems, and nine nonsignificant effects could be calculated.
Social and Academic Competence
Engagement coping. Thirteen studies reported an association of engagement coping with higher competence (Ayers et al., 1990; Dumont & Provost, 1999; Ebata & Moos, 1991; Eisenberg et al., 1993; Eisenberg, Fabes, Minore, et al., 1994; Eisenberg, Fabes, Karbon, et al., 1996; Eisenberg, Fabes, Shepard, et al., 1997; Fabes & Eisenberg, 1992; Feldman et al., 1995; Kliewer & Sandier, 1993; Lengua et al., 1999; Ried et al., 1994 Ried et al., , 1995 . In contrast, only three studies reported an association of engagement coping with lower competence (Ebata & Moos, 1991; Fabes & Eisenberg, 1992; O'Brien et al., 1995) . Fifty-four significant effects could be calculated between engagement coping and competence, and 88 nonsignificant effects could be calculated.
Problem-focused coping. Four studies examined the association of problem-focused coping with competence, and all reported a positive association between coping and higher competence (Causey & Dubow, 1992; Dumont & Provost, 1999; Garber & Little, 1999; Windle & Windle, 1996) . Six significant effects could be calculated between problem-focused coping and competence, and eight nonsignificant effects could be calculated.
Disengagement coping. Eight studies reported an association of disengagement with lower competence (Causey & Dubow, 1992; Dumont & Provost, 1999; Eisenberg et al., 1993; Garber & Little, 1999; Ried et al., 1994 Ried et al., , 1995 Smith & Brodzinsky, 1994; Stern & Alvarez, 1992) ; whereas three studies reported an association of disengagement with higher competence (Eisenberg et al., 1993; Eisenberg, Fabes, Minore, et al., 1994; Kliewer & Sandier, 1993) . Thirty-one significant effects could be calculated between disengagement coping and competence, and 50 nonsignificant effects could be calculated.
Emotion-focused coping. Only one study reported on the relationship between emotion-focused coping and competence, and an association was found between more coping and poorer competence (Band & Weisz, 1990) . Two significant and two nonsignificant effects could be calculated between emotion-focused coping and competence.
Integration and Analysis of Findings
Several consistent patterns of findings are reflected in Table 4 . First, for those effects that were statistically significant, the majority of studies that examined engagement coping and problemfocused coping reported them to be associated with better psychological adjustment. This association was found both in simple correlations between engagement coping and symptoms or competence and in multiple regression analyses in which other types of coping and control variables were entered. Furthermore, this association was found in samples of children as well as adolescents and was significant both for internalizing and externalizing behavior problems and for measures of social competence. A small number of studies suggest that this association is independent of the effects of method variance; that is, the association holds in cross-informant analyses in which child-adolescent self-reports are used to assess coping and psychological adjustment is measured through another informant, most often parents (e.g., Connor-Smith et al., in press; O'Brien et al., 1997) .
The specific subtypes of engagement and problem-focused coping that have been most consistently associated with better adjustment include problem solving, cognitive restructuring, and positive reappraisal of the stressor. These coping strategies are characterized by a careful analysis of the stressful situation, selective attention to positive aspects of the situation, and generating alternative thoughts that are positive and hopeful. Unfortunately, a number of studies failed to provide more detailed breakdowns of these broader dimensions of coping and only reported an association between "active" coping or problem-focused coping and better adjustment (e.g., Compas, Malcarne, & Fondacaro, 1988) . The specific strategies used by children-adolescents in these studies are unclear.
Although it is tempting to infer that the use of engagement or problem-focused coping strategies leads to more successful adaptation to stress, this interpretation is tautological to a certain extent. That is, these findings may simply indicate that children and adolescents who are more socially competent, who are less anxious and depressed, and who exhibit fewer conduct and disruptive behavior problems are better able to generate solutions to problems and to maintain a positive outlook when faced with stress. Prospective research in which the association of coping with psychological adjustment is tested after controlling for prior adjustment would provide clearer data on this association. Similarly, studies in which the use of engagement or problem-focused coping is experimentally increased or decreased under controlled conditions would offer the strongest test of this association.
There are a number of significant findings that run counter to this general pattern, however. Nine studies of engagement coping and two studies of problem-focused coping reported an association with more internalizing symptoms; two studies of engagement coping and one of problem-focused coping reported associations with more externalizing problems; and three studies reported an association between engagement coping and lower competence. The association of engagement or problem-focused coping with poorer adjustment appears to be related to stressful events or circumstances that are subjectively or objectively uncontrollable. For example, O'Brien and colleagues (1995, 1997) found that problem-focused coping was associated with poorer adjustment for children and adolescents coping with parental conflict, a stressor over which they have relatively little objective control. These findings highlight the importance of taking the context of coping into account, because they suggest that coping that is oriented toward engagement with the stressor or efforts to resolve the source of stress may be ineffective in circumstances that are objectively or subjectively beyond the child or adolescent's control.
A significant association of both disengagement coping and emotion-focused coping with poorer psychological adjustment was reported in the majority of studies. This association was significant for children and adolescents and across internalizing and externalizing problems and social competence. Evidence for this effect across informants is also strong (Chaffm et al., 1997; Compas, Malcarae, & Fondacaro, 1988; Connor-Smith et al., in press; Creasey et al., 1995; Hoffman et al., 1991; O'Brien et al., 1997) . Coping strategies that are associated with poorer adjustment include cognitive and behavioral avoidance, social withdrawal, resigned acceptance, emotional ventilation or discharge, wishful thinking, and self-blame or self-criticism. Although it is frequently reported that emotion-focused coping is related to poorer adjustment, these findings suggest that focusing on one's emotions is not the problematic element in these coping strategies. Rather, coping responses that involve disengagement with the stressor or one's emotions, negative cognitions about the self and the situation, and unregulated release or ventilation of emotions are most consistently associated with more symptoms and lower competence. These responses may reflect inadequate skills in modulating and regulating the experience and release of negative emotions rather than focusing on emotions per se. However, these responses also blur the distinction between coping and symptoms of psychopathology, and their association with higher symptom levels may be the result of confounds in measures of emotion-focused coping and symptoms. In contrast, Connor-Smith et al. (in press) found that emotional modulation (e.g., I keep my feelings under control when I have to, then let them out when they won't make things worse) and emotional expression (e.g., I let someone or something know how I feel: parent, teacher, friend, God, brother/sister, stuffed animal, pet) scales loaded on the primary control coping factor of the RSQ (along with problem solving). This factor was related to fewer internalizing and externalizing symptoms in four studies (Connor-Smith et al., in press; Langrock et al., 2000; Thomsen et al., 2000; Wadsworth & Compas, 2000) , indicating that efforts to manage one's emotions can be associated with fewer symptoms of psychopathology.
Eight studies reported significant associations between disengagement coping and better adjustment. In four of these studies, children and adolescents were reporting on coping with relatively uncontrollable stressors: parental conflict and discord (O'Brien et al., 1995 (O'Brien et al., ,1997 Weisenberg et al., 1993) and sexual abuse (Chaffm et al., 1997) . These patterns complement the finding that problemfocused coping is associated with better adjustment in response to controllable stressors, and they are supportive of the hypothesis that coping responses are most efficacious if they match the controllability of the stressor (e.g., Compas, Malcarne, & Fondacaro, 1988; Forsythe & Compas, 1987; Osowiecki & Compas, 1998 .
The size of the effects in these studies varied widely, both in the magnitude of simple correlations between coping and symptoms or adjustment and in the magnitude of regression coefficients in multivariate analyses in which coping was used along with other variables as a predictor of symptoms or adjustment. Correlation coefficients were generally small to medium in magnitude, with most falling in the range from . 10 to .40. Similarly, standardized regression coefficients typically ranged from .10 to .60. Because of many of the problems highlighted in the earlier sections on the conceptualization and measurement of coping, it is not appropriate to undertake a meta-analysis of the findings on coping and symptoms or adjustment at this time. That is, variabilities in measures, age of samples, and types of stressors all contribute to heterogeneity of the findings. However, in general, the association between coping and symptoms of psychopathology is small to moderate in magnitude for all of the subtypes of coping that have been examined. Moreover, nonsignificant effects (i.e., correlation coefficients, regression weights, and between-groups comparisons) outnumber significant effects for almost every category of comparison. Therefore, not only are the effects that reached significance typically small in magnitude, they are tempered by a large number of nonsignificant effects. The large number of nonsignificant effects is attributable to a great degree to the relatively small sample sizes in many studies (i.e., samples of less than 100). As noted earlier, in these studies small effects (e.g., correlation coefficients less than .22) will not reach significance at the .05 level.
In spite of the accumulation of a large number of studies, research on the association of coping and adjustment has been limited by several factors. First, most studies have been cross sectional and limited to their ability to determine the direction of the association between coping and adjustment. Prospective studies are sorely needed in which initial symptoms are controlled and coping is used to account for changes in symptoms or competence over time (see Eisenberg, Fabes, Shepard, et al., 1997 , for a recent example). However, the time frame used in prospective studies will be important to consider; the effects of coping with a single stressful episode may be relatively short lived unless the stressor is chronic or recurrent. Second, most studies have relied on the self-reports of children and adolescents in terms of both coping and adjustment, raising the possibility that common method variance accounts for at least part of this association. Although several studies have shown that the association of coping and adjustment holds across informants (e.g., Connor-Smith et al., in press; Eisenberg, Fabes, Guthrie, et al., 1996) , more research involving multiple informants is needed. Third, in many studies only a small portion of correlations achieved statistical significance out of the relatively large number of correlations that were calculated. Familywise error rates in multiple correlations were adjusted in a small portion of studies. Fourth, many of the studies have used children's or adolescents' reports of hypothetical stressors or the ways that they cope with stress in general, prohibiting researchers from evaluating the role of contextual factors in the correlates of coping. Clear specification of the nature of the stressor or domain of stress is important in understanding the context in which coping efforts are enacted. Fifth, previous studies have been limited to primarily Caucasian samples of middle socioeconomic status and have not provided information on coping and adjustment in more diverse populations. Sixth, all of the studies have relied on measures of symptoms of internalizing and externalizing symptoms; no studies have reported on coping among .children and adolescents who have received a diagnosis based on criteria of the fourth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric Association, 1994) . Increased emphasis on the use of DSM-IV criteria in research on child and adolescent psychopathology would suggest that, in addition to studying the relationship between coping and quantitative measures of symptoms, it will be important in the future to examine the relationship between coping and specific diagnoses.
Conclusion and Future Directions
A large body of theory and research has accumulated on the nature, characteristics, and correlates of coping during childhood and adolescence. Progress has been made in the conceptualization of coping, measures have been developed that are suited to children and adolescents, and a large body of findings on the correlates of coping is now available. Several general impressions can be drawn from this literature, and a number of important issues now require further research.
Current Findings
Coping is multidimensional. Recent advances in the conceptualization of coping in childhood and adolescence have emphasized the complex, multidimensional structure of coping. Numerous studies have demonstrated that relatively simple, onedimensional models of coping do not adequately differentiate among the various types and functions of coping responses (e.g., Ayers et al., 1996; Connor-Smith et al., in press; Walker et al., 1997) . Specifically, models that have included only the distinction between problem-and emotion-focused coping and those that have included only approach and avoidance coping do not reflect the structure of coping in young people. These widely used dimensions are at best insufficient to capture the diversity and complexity of the ways that children and adolescents cope with stress, and at worst these dimensions can disguise important differences in the nature and function of coping in young people. Both the conceptualization and measurement of coping in children and adolescents have now advanced to the point at which studies that distinguish coping responses only on one of these broad dimensions or fail to place coping subtypes within a theoretical framework are unlikely to make a significant contribution to the literature. Theoretical models of coping have highlighted the importance of multiple broad dimensions and specific categories or subtypes of coping that differ in their form as well as their function.
Recent findings suggest that coping can be conceptualized within a hierarchical model of responses to stress that includes both first-order and higher order dimensions (e.g., Connor-Smith et al., in press ). Some convergence has been achieved in the identification of the dimensions that provide the most widely representative and applicable model of coping during late childhood and adolescence; however, the dimensions that are most appropriate to reflect coping in early childhood are still undetermined. We have proposed and described preliminary support for a model in which stress responses are distinguished as voluntary coping or involuntary responses, and both voluntary coping and involuntary responses are further distinguished on the dimension of engagement versus disengagement (Connor-Smith et al., in press ). Furthermore, results of confirmatory factor analyses suggest that three categories may warrant additional analysis (Ayers et al., 1996; Connor-Smith et al., in press; Walker et al., 1997) . The first involves active coping efforts that are intended to achieve some degree of personal control over the stressful aspects of the environment and one's emotions. This factor has been labeled active coping by Ayers et al. (1996) and Walker et al. (1997) , and we have used the label of primary control coping (Connor- Smith et al., in press ). The second dimension involves coping efforts to adapt to the situation, primarily through cognitive methods of refraining, acceptance, or distraction through positive thoughts or activities. This factor has been labeled accommodative coping (Walker et al., 1997) , distraction (Ayers et al., 1996) , or secondary control coping (Connor-Smith et al., in press) . A third dimension involves coping responses that attempt to avoid or disengage from the stressor or one's emotions, and this has been labeled avoidance (Ayers et al., 1996) , passive coping (Walker et al., 1997) , or disengagement coping (Connor-Smith et al., in press ). Although there is some degree of similarity across these three studies, there are also notable differences in the specific subscales that loaded onto these factors, in part because the subscales on the three measures used in these studies were different. Further work on identifying robust and theoretically meaningful dimensions that characterize coping during childhood and adolescence is needed.
Progress has been made in establishing the initial reliability and validity of some measures of coping in older children and adolescents. Some initial progress has been made in the assessment of the ways that older children and adolescents cope with stress; however, progress in the measurement of coping in younger children has lagged behind. Several self-report checklists have been developed that possess adequate reliability, and some initial data suggest that adolescents', and perhaps children's, self-reports are valid representations of the ways that they cope with stress. Reliability is clearly stronger for broader scales that include larger numbers of items than for specific scales that are composed of relatively few items. Validity has been established through examination of the convergent validity of some scales with other measures and through comparison of parent and child-adolescent reports.
Less progress has been made in the development and evaluation of structured and semistructured interviews to assess coping in young people. Similarly, relatively little effort has gone into the development of measures of coping that involve reports of other informants (parents, teachers, or peers) or direct observations made by trained observers (see Eisenberg, Fabes, Nyman, et al., 1994 , for an example of the use of multiple sources of information). It is essential that measurement expand beyond the use of self-reports to provide other perspectives on children's coping efforts. Progress in measurement development will depend on the use of comprehensive theoretical models of coping to guide the This document is copyrighted by the American Psychological Association or one of its allied publishers.
CHILD AND ADOLESCENT COPING 121 structure and validation of measures. As a first step, it will be important to examine the reports of parents, teachers, observers, and children separately, because each informant may have unique information to provide on the characteristics of child-adolescent coping. Combining multiple informants into a single index may cloud important differences attributable to cross-situational differences in coping or in the samples of coping responses to which different informants have access. Once cross-informant reports are better understood, it will be important for subsequent research to test latent variable models of child and adolescent coping involving the integration of multiple informants.
Coping is associated with concurrent psychological adjustment and psychological symptoms. Evidence from more than 60 studies suggests that coping matters in the psychological adjustment of children and adolescents exposed to stress. The way that children and adolescents cope with stress in their lives is an important correlate of psychological adjustment and symptoms of both internalizing and externalizing syndromes of psychopathology. At the most general level, problem-focused and engagement coping have been found to be associated with better adjustment, whereas emotion-focused coping and disengagement coping have been found to be related to poorer adjustment. These general patterns have been qualified, however, by differences as a function of the characteristics of stress and the specific types of coping used. Once again, it appears that the broad categories of coping lack sufficient specificity. This is particularly important with regard to subtypes of coping that have been included in the general category of emotion-focused coping, in which some types of emotional regulation are clearly associated with better adjustment and others are associated with poorer adjustment. Furthermore, the large number of nonsignificant effects, particularly in studies with small samples, suggests that the association between coping and symptomscompetence is small in magnitude.
Although there is evidence of an association between coping and concurrent symptoms of distress and psychopathology, the causal role of coping in adjustment is much less clear. Prospective studies have been rare, and intervention studies have typically failed to analyze the role of changes in coping as a mediator of changes in symptoms of distress and psychopathology. Therefore, much of the important research on the association between coping and psychological adjustment and psychopathology is yet to be done.
Directions for Future Research
In spite of the progress that has been achieved in our understanding of coping in young people, a number of issues require continued investigation. These are reflected in several goals for future research.
There is a need to increase consensus in the conceptualization of coping in childhood and adolescence. Although there are clear benefits from the divergent thinking that comes from the comparison of different perspectives on any psychological phenomenon, research on coping during childhood and adolescence would benefit greatly from consensus on some of the fundamental aspects of how coping in young people is conceptualized and defined. A number of recent efforts have moved the field in that direction Rudolph et al., 1995; Skinner, 1995) . We have offered a conceptualization that draws on these other definitions and places coping in the broader context of stress responses. The continued integration of these perspectives will contribute to greater clarity in how researchers approach the study of coping in childhood and adolescence.
There is a need for increased standardization in the measurement of coping in childhood and adolescence. A natural consequence of increased consensus regarding the nature of coping in young people should be greater standardization in measurement. Research in the field will now benefit greatly from standardization in the measurement of coping across studies. The increasingly large number of idiosyncratic measures developed for specific studies has interfered with comparison and generalizability across studies and the integration and synthesis of findings. These problems were evident in attempts to draw clear conclusions regarding basic issues concerning age and coping. The use of similar measures with different populations of children and youth who have been exposed to different types of stress will increase our understanding of the ways that individual differences and contextual factors influence how children and adolescents cope and the effectiveness of their coping efforts. We have highlighted three measures that show promise, both in terms of their conceptual foundations and in terms of their psychometric properties (Ayers et al., 1996; Connor-Smith et al., in press; Walker et al., 1997) . Future research would do well to avoid open-ended explorations of measures in coping that have not been developed from a clear theoretical base.
Researchers need to take development seriously. Continued testing of theory-based models of coping is needed. These models need to be sensitive to developmental changes in cognitive processes, social relationships, and development in brain, central nervous system, and neuroendocrine function. With a few rare exceptions (e.g., Band & Weisz, 1988) , these basic developmental processes have not been measured carefully in research on coping. Examples of areas of research that are needed include acquisition of skills to regulate emotions in early childhood, emergence of metacognitive skills in late childhood, changes in parent-child and peer relationships during late childhood and adolescence, and changes in hormonal processes in adolescence. These developmental changes may affect the resources that are available for coping and the types of coping responses that are socially sanctioned, and they may alter the effects of the same coping response emitted at different points in development. Chronological age is simply inadequate as a marker of these complex processes.
Coping research needs to be integrated with research on the biological bases of stress reactivity and recovery. Research on temperament and stress reactivity has established clear and pronounced differences in patterns of automatized and involuntary responses to stress. Individual differences in inhibition, attentional focus, and other aspects of temperamental style have significant implications for how children and adolescents learn to cope and the efficacy of the coping strategies that they use. For example, the challenges in coping with stress that face a child with a highly inhibited temperament may be very different from those facing an uninhibited child. Furthermore, the effectiveness of certain coping strategies may be modified by a child's temperamental style such that a strategy that is effective for one child may not be effective for a child with a different temperament. That is, just as Thomas, Chess, and Birch (1968) described a goodness of fit between a child's temperament and the caregiving environment, there may be a goodness of fit between temperament and coping responses as well (Compas, 1987) . The relationship between coping and tem-perament needs to be examined at different points in development, because these associations may change as other aspects of development unfold. Similarly, coping research needs to be integrated with research on reactivity and recovery from stress that is influenced by the sympathetic and parasympathetic arms of the autonomic nervous system (e.g., Eisenberg et al., 1995) .
Researchers need to take social context seriously. The need to better understand individual-differences factors that can influence coping is balanced by the need to pay closer attention to the social context in which children encounter and try to cope with stress. This includes both the broad social and economic contexts in which children live and the characteristics of stressful events and conditions with which they are coping. The research base to date has been confined almost exclusively to Caucasian children of middle socioeconomic status. The types of coping responses that are used by and are effective for children of more diverse backgrounds and who live in other types of social environments are not known. Furthermore, possible interactions between individual differences (e.g., temperament) and social context represent an important and exciting avenue for future research.
Both naturalistic and laboratory research are needed. The need to understand the social context of coping will be accomplished through research conducted in children's natural social environments. However, naturalistic research needs to be complemented by controlled studies in laboratory contexts in which important aspects of stressful situations can be controlled, and both volitional and automatic responses can be measured. Laboratory research on coping diminished after the formulation of Lazarus and Folkman's (1984) process model of coping. However, automatic processes such as attentional bias to threat and physiological reactivity and recovery can best be examined in controlled settings (e.g., Vasey et al., 1996) . Certain aspects of the coping process can be modeled in the laboratory, allowing for much clearer causal inferences about factors that contribute to coping and the effects of coping on emotions and physiological responses. Parallel questions can be addressed in both natural and laboratory settings, allowing for tests of convergence in these two important types of evidence.
More rigorous research is needed on the relationship of coping with psychological adjustment and psychopathology. Much of the important research on the association of coping with psychological adjustment and psychopathology remains to be done. Additional cross-sectional studies will be valuable only to the extent that they shed light on new populations or new types of stressful situations that have not received attention in previous research. The primary emphasis of research on the correlates and consequences of coping should now shift to the use of prospective designs in which changes in both coping and indicators of adjustment or pathology are measured over time. Prospective designs can begin to disentangle the direction of effects between coping and adjustment or maladjustment. Furthermore, time cannot be treated as a passive variable in prospective research, because both the nature of the stressor and the developmental capacities of the child may change over the course of the study, depending on the time frame that is selected. Careful attention to these factors should help clarify the role of coping responses in increasing or decreasing symptoms as well as provide important information on the coping process. Moreover, previous research has relied on checklists to measure symptoms of psychopathology; this approach needs to be complemented by studies in which structured diagnostic interviews are used to assess DSM-IV diagnoses (American Psychiatric Association, 1994) so as to place coping research within the mainstream of much of the current research on psychopathology in childhood and adolescence (e.g., Biedel, Turner, & Morris, 1999) .
Increased research is needed on the association of coping with physical health and illness. Research with adults has clearly established that stress exerts effects on both psychological and biological processes and that coping is an important mediator and moderator of the impact of stress on physical health and illness (e.g., Cohen & Herbert, 1996; Cohen & Williamson, 1991) . Research with adults and infants has also provided provocative evidence for the role of coping or self-regulation in biological outcomes of stress. A high priority for future research is the role coping and responses to stress play in childhood and adolescence in the regulation or dysregulation of biological processes and, ultimately, health status and the onset and progression of illness. Research with children and adolescents has lagged significantly behind adult research in this area, and it represents a high priority for future research.
Basic research on child-adolescent coping needs to be linked with intervention research. Finally, there is a critical need for research on psychosocial interventions to both provide controlled tests of the role of coping in adjustment and psychopathology and document the importance of coping skills in the prevention as well as treatment of psychopathology. The link between basic research and intervention research promises to be fruitful in both directions. Findings from correlational research will be greatly enhanced by the types of experimental data that can be obtained from randomized clinical trials in which interventions that change coping strategies are compared with relevant controls. Similarly, the emerging database on the nature and correlates of coping in childhood and adolescence should inform the development and refinement of interventions designed to enhance the ways in which young people cope with stress in their lives.
